eeting February 1 1961 (continuedfrom June 'Proceedings' p 492) Dissecting Aneurysm of Aorta by L P Thomas Mch FRcs (Cardiff) Acute dissection of the thoracic aorta is a subject receiving considerable attention from surgeons at the present time and there have been three communications to the Society in the past two years. I wish to discuss the management of 4 cases which have been treated by operation.
The etiology of the condition is uncertain, but splitting of the aortic wall in this condition resembles separation at the medial layer during thrombo-endarterectomy for arteriosclerosis. It is probable that in the hypertensive subject tearing of the intima occurs, blood enters this plane and produces extensive stripping.
The diagnosis should be established as early as possible. The occurrence of severe chest and back pain in a hypertensive subject is highly suggestive. The presence of altered peripheral pulses is often emphasized, diminution or absence of carotid pulsation may be associated with signs of cerebral ischmmia. I have found that diminution of the femoral pulse does not remain constant but varies hourly. It implies that dissection has reached the iliac vessels, an important observation when The ECG may show no significant abnormality, and thus be useful in excluding coronary thrombosis, however the changes of a posterior infarct may indicate that dissection has extended back into the pericardium or myocardium. Radiology of the chest by plain films (Fig 1) , tomography and screening demonstrate widening of the aortic shadow, its outline being blurred. Aortography by percutaneous catheterization of the fe>c al artery is the most satisfactory way of demonstrating the extent of the dissection (Sutton 1960) . There is characteristic narrowing of the true lumen with widening of the aortic wall shadow. The opaque medium rarely enters between the layers.
Normal serum transaminase levels are usual and help in excluding coronary thrombosis. A raised level may occur with extension of the dissection into pericardium or myocardium (Adams & Jacoby 1960) . Congestion of the liver from cardiac failure and renal failure may also cause raised values.
Surgical treatment is indicated for the majority of cases surviving the first twenty-four hours; -a The area ofintimal resection is shaded A significant proportion do so with a latent period of one to five days before further dissection or rupture of aorta. Operation is contraindicated for extension of dissection into the pericardium or myocardium; cross-clamping of the thoracic aorta in these cases often precipitates massive rupture and cardiac tamponade. De Bakey (De Bakey et a!. 1955) advocated transection of the lower thoracic aorta, the construction of an intimal opening and resuture of the aorta to prevent further dissection ( Fig 2) and has recorded 27 % mortality in 36 cases (De Bakey 1958) .
The procedure has been modified by making a longitudinal incision in the aortic wall and a large intimal opening varying in size from 2 x 4 cm to 6 x 4 cm. Distal dissection is prevented by circumferential suturing (Fig 3) .
Of the following 4 cases 2 survive. Comment: The advisability of employing the thoracic approach is questioned. Most surgeons haveadvocated fenestration in the thoracic aorta near the intimal tear so that the pressure is lowered in the outer layer to lessen the risk of rupture. It is apparent from the third case that this does not always occur; autopsy six weeks after operation showed rupture of adventitial coat just above a large patent intimal opening. Rob & Kenyon (1960) reported 5 cases of aortic dissection; the abdominal approach was used in 3 and thoracic in 2. The 2 survivors in my group have both had an abdominal approach. I feel that this may yet prove to be the better operation provided, of course, that the dissection has extended into the abdominal aorta; this occurs in about half the cases. Examination of pulses and aortography helps to demonstrate the lower level of dissection.
Cross-clamping of the aorta at the thoracic level produces a dangerous hypertension which may lead to rupture of the dissection into pericardium as in Case 4. Arfonad was given to lower the systolic pressure to 90 mm Hg before applying clamps. Occlusion of the aorta above the diaphragm may result in renal and spinal cord damage if it is maintained for over one hour, and I find it difficult to complete the fenestration in a shorter time. The induction of hypothermia offers protection; it was used in 2 cases but it involves an extra hazard for the patient.
Control of hypertension in the post-operative period is most important and a level of about 150/90 should be maintained with the use of drugs such as Ansolysen. It is significant that this step was omitted for Case 3 who died of aortic rupture in the sixth week when the pressure was 170/110.
DISCUSSION
Mr Peter Martin (Chelmsford) said that though he had been interested in dissecting aneurysms for some time his experience had been limited as he had seen but 6 patients with the condition, and operated on only 3. He had also had the opportunity of examining some others at autopsy.
There are two points he wished to make about the diagnosis. (1) It seemed that ECG changes suggesting a posterior myocardial infarct were common when a dissecting aneurysm and no infarction was present. This might obscure the diagnosis and had in fact done so in one of his patients. (2) Changing distal pulses were pathognomonic of dissecting aneurysm. For example, the right femoral pulse might be absent, but at examination a short time later the right might be present and the left absent.
The surgical treatment of dissecting aneurysm in the main mimicked nature by creating a port of re-entry from the extraluminal back into the intraluminal channel of the aorta. Of the 3 patients he had operated on one was living and well eighteen months afterwards, one returned to work but died a year to the day after operation and the third died ten days after operation. Both those who died, did so from intrapericardial rupture of the outer layer of the extraluminal channel, this channel being patent throughout its course. The third and living patient was one with a chronic dissecting aneurysm. In the post-mortem specimens he had seen, the extraluminal channel had always been patent. In all the cases he had seen death had occurred from rupture of the outer layer of the false channel.
Rupture of the extraluminal channel was just as likely to occur whether there was a port of re-entry or not. It was said that the natural recovery rate of dissecting aneurysm was 20 to 25 %. He wondered if patients subjected to surgery might not well have survived had they been treated conservatively. Possibly hypotensive drug treatment might be best for those who survive the initial catastroDhe. There are, in common use at the present time, many different ways of attempting to control disseminated breast cancer by hormonal methods. But not one of these does more than give merely temporary respite to at best some 50 % of patients and each may be followed by unpleasant, or even dangerous, side-effects and Qomplications. It is therefore not surprising that the history of the evolution of endocrine therapy of breast cancer is one of waves of enthusiasm, followed by disillusionment and rejection, and that even to-day it is difficult to decide what advice to give the individual patient.
It is also apparent that, until new and better forms of treatment become available, the most urgent requirement is to find means of selection so that existing methods, especially those of a major character, aie offered only to those patien-ts who are likely to benefit and that the others are spared the distress of unsuccessful treatment.
This paper reports the results of certain investigations into thi-s problem. The basic plan of the investigation was to study-the response of individual patients to the successive administration of testosterone, oophorectomy, stilbcestrol, corticosteroids and finally either adrenalectomy or hypophysectomy, in order that response to the major forms of therapy could be related to response to the simpler procedures. In all 112 women have been under observation and the majority followed to the inevitable termination. Of course no patient received each of the treatments mentioned but all had at least three and many four or five different types of treatment. In each case treatment was changed only when it was ineffective and when symptoms demanded relief. At the time of change all hormone administration was discontinued for ten to fourteen days before starting the new regime.
The results have been classified as effective or ineffective according to the following criteria:
Treatment was considered to be effective if it induced, for a period of more than two months, both worth-while subjective relief and unequivocal objective evidence of regression of the disease, as shown for example by regression of cutaneous lesions or radiological evidence of improvement in bone or lung metastases. Treat-
